I read with interest the report by Dr Baudouin on the current situation of the training programme for intensive care medicine (ICM). 1 These are indeed 'interesting times' for the specialty with the joint ICM Certificate of Completion of Training (CCT) curriculum being rejected by the Postgraduate Medical Education and Training Board and a new stand-alone CCT curriculum in the pipeline.
As the article pointed out, one of the reasons that the joint CCT programme was not suitable to become a specialist standalone qualification was the reliance on complementary attachments outside of ICM to obtain skills and attributes needed for a career in ICM. However, this issue will not only continue to exist when a single CCT programme is created, but also demonstrates the diversity of ICM as a specialty. The knowledge, skills and attributes needed to work in ICM will continue to overlap with other specialties, especially anaesthesia and medicine.
I recently conducted a questionnaire-based survey of all ICM consultants in the Mersey region. The survey looked at what specialties consultants had worked in following their house jobs before taking up consultant posts. The results show a diverse and non-uniform training pathway into the specialty.
Ninety-six percent of the respondents listed anaesthesia as their parent specialty. Sixty-nine percent of the consultants had held posts in specialties other than their parent specialty. The mean time spent in those posts was 1.9 years. Forty percent had spent at least 12 months working in general medicine before entering anaesthesia and of these, half hold membership of the Royal College of Physicians.
It is difficult to measure whether broad experience makes for a more skilled, knowledgeable or able intensivist. It would be difficult to argue that breadth of experience would detract from an intensivist' s ability, even if that ability isn't measurable. Will narrower, more focused training simply lead to a workforce of competent technicians rather than holistic, confident doctors?
While there is no question that ICM has evolved into a specialty in its own right, it is also undeniable that considerable overlap of knowledge and skills with many different specialties still exists, medicine and anaesthesia being the most obvious. With the prospect of standalone training in ICM in the future, it is certainly important to consider what form that training will take.
Will it be possible to gain all the necessary knowledge and skills from working solely in an intensive care setting or will time in other specialties be needed? If so, what proportion of an ICM trainee' s time should be spent in those specialties?
Finally, is it really progress to make training in ICM totally standardised? For a specialty with such a broad spectrum of influence and heterogeneous workload, are the future consultants with narrow fields of experience and backgrounds the answer?
There is no right or wrong answer to any of these questions, but they all need to be given a great deal of thought when designing future training schemes for ICM. 
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Managing phaeochromocytoma crisis -an indication for transoesophageal echocardiography?
I read with interest the case report of phaeochromocytoma crisis presenting as left ventricular failure during anaesthesia published in the July issue of JICS. 1 The case serves as an illustration of the complexities of managing patients with phaeochromocytoma and reminded me of a patient I encountered some years ago.
During the course of a laparoscopic adrenalectomy for phaeochromocytoma, an elderly female patient became hypotensive and tachycardic, with elevation of central venous pressure. Intravenous boluses of phenylephrine produced only a temporary increase in mean arterial pressure (MAP). Dopamine (5 µg/kg/min) was started, on the basis that the problem was primary myocardial failure. Within minutes, the heart rate rose from 105 to 130 beats/min without improvement in the mean arterial pressure. A pulmonary artery catheter showed a low cardiac index (1.2 L/min/m 2 ) and marked elevation of the pulmonary capillary wedge pressure (PCWP = 24 mm Hg). Prominent cv-waves in the PCWP trace suggested significant mitral regurgitation. Increasing the rate of dopamine administration to 10 µg/kg/min produced a further increase in heart rate but no improvement in cardiac output. At this stage, a transoesophageal echocardiogram (TOE) examination revealed significant left ventricular (LV) hypertrophy, end-systolic obliteration of the LV cavity and systolic anterior motion of the anterior mitral leaflet with associated LV outflow tract obstruction (LVOTO; peak gradient 81 mm Hg) and severe mitral regurgitation. On the basis of these findings, the dopamine infusion was discontinued; colloid was administered in 100 mL aliquots (while monitoring LV end-diastolic area with TOE) and repeated esmolol boluses (10 mg) were used to control the heart rate. Over the course of the next 15 minutes, the LVOTO and mitral regurgitation resolved, with restoration of the cardiac index to >2.0 L/min/m 2 . The rest of surgery and the subsequent postoperative course were uneventful.
Dynamic LVOTO may occur in the setting of hypertrophic and takotsubo (stress-induced) cardiomyopathy 2 and is well known to occur in association with phaeochromocytoma. 3 It may produce a clinical syndrome that is indistinguishable from acute left ventricular myocardial failure. Although, as in this
